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health in the ACP countries is con-
siderable, but too many children, 
women and men are continuing 
to suffer and to die of illnesses 
which could to a large extent be 
avoided. The inequalities in the 
face of sickness and death remain 
and in some cases are being exac-
erbated. It is impossible to regard 
the progress made as satisfactory 
or to accept the present situation. 
We must continue and intensify 
our efforts. 
Given the extent and rapid 
growth of requirements, the 
health resources which can be 
mobilised seem singularly limited. 
We all know that, in view of the 
multiplicity and complexity of the 
health problems facing our ACP 
partners, there is no simple 
answer or miracle solution. We 
must reflect upon and analyse the 
situation together; we need to 
adopt an overall approach to the 
problems, coordinate our action 
and call upon all the people who 
are willing to play a role. 
For greater effect, we must reflect 
and discuss in depth and 
act together. 
In recent years we have tried -
successfully, in my view - to give 
new impetus to our cooperation 
on health with the ACP countries. 
We have been resolute in our 
approach and the results achieved 
should encourage us to continue. 
That is the message which this 
brochure seeks to convey 
Pr João de Deus Pinheiro 
Member of the Commission 
FOREWORD 
1. Health is indisputably an area 
in which Europe has long shown 
considerable solidarity with the 
developing countries. Evidence 
of this is the fact that the European 
Community and its Member States 
today undertake almost half the 
international financial effort to 
improve the health of the devel-
oping countries' populations. 
This solidarity takes a visible and 
familiar form in emergencies, in 
the event of natural disasters or 
armed conflict. It is also shown 
outside periods of crisis, indis-
putably less spectacularly and in 
a way which is less familiar to the 
general public, through sustained, 
longer-term efforts to help these 
countries to formulate and imple-
ment appropriate and effective 
health development policies. 
Over and above motives of a 
humanitarian nature, this long-
term aid for health is an essential 
investment, since it helps develop 
human resources and combat 
poverty. It also contributes to 
promoting social justice and 
strengthening social cohesion, 
which are vital for the beneficiary 
countries but also the world as a 
whole. It also helps stem evils 
which know no frontiers and so 
concern all of humanity. 
2. In order for this solidarity to be 
fully expressed, the Member States 
of the European Community 
have over the years developed 
machinery for providing assis-
tance that is comprehensive but 
at the same time relatively com-
plex. 
The European Commission helps 
define objectives and implement 
Community aid. This Community 
aid is aimed at all the developing 
countries, the countries of Eastern 
Europe and the Mediterranean 
region. For reasons related as 
much to geography and history 
as to the economy, because they 
are among the poorest and most 
disadvantaged countries, Europe 
maintains particularly close cooper-
ation with the African, Caribbean 
and Pacific (ACP) countries. 
These relations are governed by a 
specific convention, namely the 
Lomé Convention, based on the 
partnership principle. Within the 
European Commission, it is the 
Directorate-General for Develo-
pment (DG VIII) which imple-
ments this cooperation with the 
ACP countries. 
3. In health as in many other 
areas, the situation of the ACP 
countries is still a great source of 
concern. Despite the very con-
siderable progress made over 
the last decades, there is still a 
large gap between them and 
other developing countries and 
the more developed countries. 
The population still endures 
considerable suffering, which it 
knows could be avoided or 
alleviated. This state of affairs 
generates frustration and anger 
which has considerable social 
and political impact at local and 
international level. 
Furthermore, since the eighties, 
most ACP countries have been 
experiencing great difficulty in 
maintaining their achievements 
and meeting even the most essen-
tial health needs of their people. 
This is clue firstly to the general 
state of affairs, characterised by 
major political upheavals, eco-
nomic standstill or even recession 
and far-reaching social changes. 
Countries are also faced with very 
rapid population growth, the 
need to meet diverse and large-COOPERATION ACTIVITIES IN THE FIELD OF HEALTH IN THE ACP COUNTRIES 
scale requirements, the emergence 
of new problems and the rapid 
spread of new diseases, at the 
forefront of which is AIDS. 
4. In a context such as this, inter-
national aid remains absolutely 
essential, but it must be adapted 
more closely to the rapid change 
in societies and diversifying situ-
ations. 
In the early nineties, with the aim 
of meeting the countries' and peo-
ples' needs and expectations more 
closely and making its aid more 
relevant and efficient, the European 
Commission set out to give new 
impetus to its cooperation with the 
ACP States on health. 
The Commission, adopting an 
overall, sectoral approach to prob-
lems and their solutions, under-
took a detailed dialogue with its 
ACP partners. The nature of the 
Community's activities concern-
ing health was radically changed, 
and at the same time the number 
of operations and the total vol-
ume of financial aid for health 
were greatly increased. 
Reflecting the principles, guide-
lines and objectives laid down 
in the Council resolutions of 6 
May 1994 on cooperation policy 
regarding health and HIV/AIDS, 
Community aid is intended to 
help the partner countries to 
formulate and implement health 
policies geared to meeting their 
peoples' most fundamental require-
ments on a sustainable basis. 
5. For the last few years (from 
1990 to 1996) and under the sev-
enth EDF, the resources allocated 
to the ACP countries for health 
projects and programmes totalled 
ECU 413 million. On top of this a 
further ECU 573 million, mobilised 
from structural adjustment coun-
terpart funds, was used to pro-
vide budget aid for priority pub-
lic health expenditure. 
Community aid, exclusively in the 
form of grants, may take very var-
ied forms. 
It is mobilised by means of a wide 
range of instruments, tried and 
tested procedures and improved 
technical facilities, and makes it 
possible to find appropriate solu-
tions for very different problems. 
Present efforts are aimed simulta-
neously at: 
(i) improving further the rele-
vance of aid by closer analysis 
of problems and their solutions; 
(ii) mobilising all the Community 
instruments in a more cohesive 
way, in particular by drawing up, 
for each country involved, a gen-
eral aid plan in the health sector; 
(iii) dovetailing Community efforts 
more efficiently with the efforts 
made by the countries themselves 
and improving coordination with 
the efforts of other external part-
ners and above all those of the 
Member States of the Union. 
6. In the developing countries, as 
elsewhere, an improvement in 
health can be attributed just as 
much to better living conditions 
and hygiene and a higher stan-
dard of education (particularly 
for women) as to the develop-
ment of medical care. 
The answers to health problems 
of necessity require an overall 
approach. In this approach, 
described as "public health", 
health protection can no longer 
be summed up as treating sick 
people but must also extend to 
creating a favourable environment 
for health and taking more action 
to reduce health risks. 
It is this overall approach which 
the European Community intends 
to promote and support in the 
African, Caribbean and Pacific 
countries. 
It already does so through many 
operations covering very diverse 
areas. The link between these 
operations and health is often 
direct and evident. This applies, 
for example, to programmes for 
improving access to drinking water 
or developing sanitation networks, 
all training activities and support 
for education systems, and the 
Community food security and aid 
programme, etc. In some cases it 
is less direct, less immediate or 
less visible, but nevertheless just 
as important. This applies for 
instance when the Community 
helps to ensure that account is 
taken of matters involving health 
when economic or trade policies 
are formulated or in urban or rural 
development programmes, etc. 
7. It was not part of the aims of 
this brochure to paint a picture, 
even an incomplete one, of the 
various Community programmes 
and activities helping to create a 
favourable environment for health. 
The fact that this brochure pre-
sents almost exclusively activities 
involving the development and 
reform of health systems does 
not mean that the Community 
fails to take account of, and take 
action on, other factors determin-
ing health. 
This brochure sketches the broad 
outline of the problems of health 
development, the principles and 
guidelines of the cooperation pol-
icy for health and the procedures 
for implementing Community aid. 
The last part contains a few 
specific examples of the activi-
ties involved. COOPERATION ACTIVITIES IN THE FIELD OF HEALTH IN THE ACP COUNTRIES 
DESPITE UNDENIABLE PROGRESS, THE HEALTH SITUATION 
IS STILL OF GREAT CONCERN 
Consultations are 
basic. A lack of 
iquipment is one of 
ie main weaknesses 
F Africa's healthcare 
system. 
I. Considerable progress 
For all the ACP countries, the 
progress made on health over 
the last decades is greater than 
that made for centuries before. 
Evidence of this is the fact that 
life expectancy at birth has been 
prolonged by over ten years and 
infant mortality has been reduced 
by half. 
Many illnesses are no longer the 
social scourges they once were. 
Smallpox has been totally eradi-
cated. Although still in existence, 
leprosy, plague, sleeping sick-
ness, river blindness, dracunculo-
sis (Guinea worm) now present 
much less of a threat. The devel-
opment of vaccination has greatly 
reduced the danger from dis-
eases such as measles, tetanus, 
whooping cough, diphtheria 
and poliomyelitis. More people 
can now freely exercise their 
choice as to the number of chil-
dren they wish to have and the 
intervals between births. 
Access to care has been greatly 
improved by setting up a large 
number of clinics, health centres 
and hospitals, and also by train-
ing many doctors, nurses and 
medical ancillaries. 
The direct gains in terms of peo-
ple's welfare and also the indi-
rect - economic and social -
gains from this progress are con-
siderable. 
2. Progress which is patchy, 
inadequate and precarious 
Without denying these achieve-
ments, it must nevertheless be 
admitted that the progress made 
is very patchy, inadequate and 
precarious. 
Firstly, it is impossible to over-
look the continuation, even wors-
ening, of very serious inequalities 
in the sickness and death rates. 
Overall, in the last 30 years, the 
gaps between the ACP countries 
and the richest countries have got 
wider. Similarly, without there 
being any easy explanation for 
them, very large discrepancies 
exist between countries within 
the same continent or the same 
region. Even 'within the same 
country, blatant inequalities exist 
between social groups; it is of 
course the poorest groups, in 
town and country alike, which 
are the most disadvantaged from 
the health point of view. 
Secondly, there is the fact that the 
progress achieved is inadequate. 
Despite the efforts made, infant 
mortality remains very high, in 
particular in sub-Saharan Africa. 
One child in ten, on average (and 
in certain countries one child in 
five), does not reach the age of 
five. Over one woman in 100 (as 
opposed to one in 4 000 in 
Europe) still dies in childbirth or 
in the immediate aftermath. 
Generally speaking, it is still 
infectious and parasitic diseases, 
■which pose no real threat and 
are properly contained in other 
countries, which cause most 
problems. Measles, respiratory 
infections and diarrhoea, along 
with malaria, continue to be the 
main causes of infant mortality. 
Many of the diseases and disabil-
ities and much of the suffering 
could be avoided or considerably 
alleviated. For example, in the 
Sahel, nine out of ten people 
with cataract go blind for lack of 
proper treatment. 
Lastly, the progress made appears 
very precarious. 
Any slackening of effort, simply 
through lack of funds or because 
of crises, is quickly reflected in 
renewed epidemics (cholera, 
spinal meningitis, etc.) or the re-
emergence of diseases "of the 
past" which had previously been 
brought under control. 
3. New problems to compli­
cate the picture 
Only a few years after it started, 
the epidemic linked with HIV 
and the sharp rise in AIDS cases 
undermined many of the achieve-
ments. Sub-Saharan Africa alone 
had, in 1996, over 13 million 
adults living with HIV. Exacerbated 
by a very high incidence of sexu-
ally transmitted diseases, the exten-
sion of AIDS was also accompa-
nied by a very sharp rise in tuber-
culosis. Affecting the young and 
active population, and orphaning 
thousands of children, AIDS has a 
considerable human, economic 
and social impact. A major public 
health problem, it now slows down 
development in many countries 
and is a very serious threat to oth-
ers. 
The campaign against infectious 
and parasitic diseases is at pre-
sent hindered by the develop-
ment of resistance to treatments 
which combined simplicity and 
low cost. The same is true of 
malaria with the development of 
resistance to chloroquine and of 
many other infectious diseases 
which are becoming resistant to 
inexpensive antibiotics. 
At the same time, there is a sig-
nificant rise in non-transmitted COOPERATION ACTIVITIES IN THE FIELD OF HEALTH IN THE ACP COUNTRIES 
diseases, cancers, cardio-vascular 
diseases, diabetes, accidents, men-
tal illness and drug addiction 
owing to the changes in lifestyle 
and urbanisation. 
A number of African countries 
have undergone or are undergo-
ing very serious crises and armed 
conflict. The fighting, in itself very 
serious, also has severe direct, 
long-term effects on the popula-
tion's health. Just by way of an 
example, very many civilians, 
particularly children, have been 
disabled for life as a result of the 
large-scale use of anti-personnel 
mines. Little is yet known about 
the psychological and psychiatric 
effects of the conflict and the 
massacres, but these effects are 
obviously serious and widespread 
and will not quickly be over-
come. 
The impact of the fighting on 
health systems and services is 
also very considerable (infras-
tructure and equipment have 
been destroyed or damaged, 
health staff have fled or become 
demotivated and the administra-
tion has been disrupted, etc.). 
THREE MAJOR CONSTRAINTS AFFECTING THE IMPROVE-
MENT OF HEALTH IN THE ACP COUNTRIES 
I. High population growth 
and major social changes 
In most ACP countries population 
growth is still very high, at almost 
3%. It is true that, in some coun-
tries, there has been a decline in 
fertility since the nineties. The 
movement is nevertheless too slow 
and too slight to prevent a proba-
ble doubling of the population 
over the next 20 years. At this 
rate, considerable efforts are 
required merely to maintain what 
has been achieved and to keep 
providing a minimum service and 
access to basic care. 
The very rapid urbanisation pro-
cess, like the development of 
major migratory movements, has 
very serious consequences for 
public health. Given the extent 
and speed of these processes, the 
investment capacity for improv-
ing living conditions (water, sani-
tation and housing) and the 
capacity for financing health ser-
vices are quickly exhausted. 
Lastly, the clear improvement in 
access to information and educa-
tion makes the population more 
demanding as regards the avail-
ability and quality of health care 
services. The fact that these 
requirements are inadequately 
met gives rise to a feeling of frus-
tration. The existence of major 
inequalities as reflected in the 
sharply differing sickness and 
death rates by population group 
brings with it frustrations which 
have serious consequences at 
local and international level. 
2. Limited finances 
The resources available to the 
ACP countries, in particular in 
sub-Saharan Africa, to cope with 
health problems bear no compar-
ison with those mobilised in the 
European countries (which have 
up to 100 times more). How can 
the ACP countries deal with their 
problems when for each inhabi-
tant for a year they have hardly-
more than the price of a packet 
of aspirin? How can the growing 
requirements be met when the 
resources which can be har-
nessed lor health can barely be 
increased? 
The economic difficulties which 
many ACP countries have experi-
enced since the beginning of the 
eighties are considerable. That 
these difficulties have seriously 
impaired the previous impetus is 
easier to understand when we con-
sider that in 1993, out of 43 sub-
Saharan African countries, 35 had a 
per capita income lower than in the 
previous decades, and in some 
cases lower than in the sixties. The 
economic recession affects the 
Caribbean and Pacific countries to 
almost the same degree. 
For a long time the main source 
of financing for the sector, the 
public budgets earmarked for 
health have hardly increased in 
real terms and in most cases were 
reduced throughout the eighties. 
First of all, the countries have been 
forced to cut back their investment 
in the sector very sharply, but 
they have also had to reduce cer-
tain essential expenditure on 
maintaining existing buildings and 
equipment, running the health 
services, obtaining sufficient sup-
plies of medicines and other con-
SLimables. and the supervision 
and ongoing training of staff. 
These cuts have been only par-
tially offset by external aid and the 
increasing contribution by patients 
to the cost of care. 
"Cost recovery", in hospitals and 
the basic services, has been gen-
erally accepted by the popula-
tion, even though it has often 
accentuated the inequalities and 
further limited access to health 
services for the very poor. 
An increase in countries' health 
budgets is indeed possible, mainly COOPERATION ACTIVITIES IN THE FIELD OF HEALTH IN THE ACP COUNTRIES 
by means of intersectoral reallo-
cation and a reduction in other 
forms of expenditure, particularly 
military expenditure. It can, how-
ever, be only limited unless eco-
nomic growth is restored and 
unless the taxation systems pro-
vide a better return. Households 
already provide a large volume 
of direct financial contributions -
proportionately much more than 
in the developed countries. This 
volume cannot be significantly 
increased when incomes are at a 
standstill or even declining and 
edly of help in making more effi-
cient use of resources. 
All the evidence suggests, how-
ever, that the financial constraint 
will impinge for a long time to 
come on the development of 
health systems and campaigns and 
that it is, and will continue to be, 
impossible for the countries to 
release sufficient resources speed-
ily even to meet their population's 
most essential needs. External aid 
is vital and will remain so for a 
long time. 
\ visit to the doctor is 
dreaded by most 
.frican s because of the 
cost, or by fear of 
knowing the thruth 
about diseases. 
while people have great difficulty 
in meeting other requirements 
which are just as essential, such 
as food, housing, education for 
their children, etc. 
It still seems possible to reduce 
the costs. Although it is not fea-
sible to reduce the already low 
salaries and incomes of medical 
staff, the cost of medicines can be 
reduced very considerably. An 
improvement in supply proce-
dures, the use of only essential 
medicines and generic medicines, 
an appropriate pricing policy and 
rationalisation of prescription 
practices can produce major sav-
ings without impairing the effec-
tiveness and quality of the prod-
ucts distributed. 
The training of management staff 
and new organisational and man-
agement methods are undoubt-
3. The need for far-reaching 
reform of health policies and 
care systems and the difficul-
ties involved 
The health policies adopted have 
for a long time placed the empha-
sis on the development of curative 
medicine. Major health networks 
have been set up as a result, their 
technical facilities have been signif-
icantly improved, and the number 
of faculties and training schools has 
been increased so that there are 
considerably more medical staff. 
At the same time, the countries 
have developed a number of spe-
cialised action programmes, with 
resources focused on extending 
vaccination cover, combating cer-
tain widespread conditions (diar-
rhoea, acute respiratory infections 
and vitamin deficiencies, etc.). 
This concentration of resources has 
had positive results even though 
these results have been fragile 
and/or short-lived. 
These policies have been geared 
mainly to developing the public-
sector, managed direct and 
supervised by the central admin-
istrations. The private sector was 
very limited, catering only for a 
very small élite. 
In countries affected by armed 
conflict, all these efforts have fre-
quently been very quickly brought 
to nought. The systems did not 
withstand the absence of the state 
or the dismption of the adminis-
trations. Infrastructure and equip-
ment were destroyed or deterio-
rated through lack of even the 
most rudimentary maintenance; 
many of those trained were 
forced into exile. 
In the others, the financing crisis 
has revealed the limits of these 
policies. It has stopped progress 
in its tracks and made the 
inequalities sadly obvious. It has 
underlined the insufficient atten-
tion paid to prevention, the exis-
tence of major imbalances in the 
structure of the health systems 
and the relative inadequacy of 
the basic services and local med-
ical care. It has revealed the lim-
its of the strategies based on a 
plethora of specific initiatives and 
vertical programmes. It has led 
to the questioning of the way in 
which resources, both financial 
and human, are mobilised and 
managed in these systems and in 
particular the extreme centralisa-
tion of decision-making and man-
agement powers. 
In view of this financing crisis, 
the recruitment of staff to the civil 
service has been blocked or con-
siderably reduced and salaries 
have been frozen. This has led in 
some cases to de facto privatisa-
tion of certain public services. 
Since faculties and schools are 
training an increasing ntimber 
of' doctors, nurses and other 
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sector has developed quickly. 
Formal or informal, profit-making 
or non-profit-making, it already 
occupies an important place and 
is continuing to spread without 
the introduction of any regulatory 
and supervisory mechanisms. 
Problems of access, the poor 
quality of care provided in official 
facilities, difficulties in obtaining 
medicines and their excessive 
prices encourage patients to resort 
to the many forms of traditional 
medicine, which range from reli-
able, conscientious traditional 
practitioners to mere charlatans, 
and also to obtain unsupervised 
medicines from the market stalls. 
In this context, health policies 
must be adapted. As elsewhere, 
it is a question of reconciling fair-
ness, the need to meet health 
requirements and the objective of 
obtaining good-quality health care 
with the need to keep expendi-
ture at a level accessible to gov-
ernment and individuals. 
First of all greater attention must be 
paid to measures which will make 
it possible to create an "environ-
ment" (in physical, economic but 
also social terms) which is more 
conducive to good health, i.e. mea-
sures to reduce the risks for indi-
vidual and collective health. 
In order for further progress to be 
possible, a reform of the care sys-
tem must be implemented. It 
must have three main objectives: 
- to remedy structural imbalances; 
- to mobilise resources more effi-
ciently and more fairly; 
- to share responsibilities and 
duties more effectively. 
The change in the role of gov-
ernment and the public sector is 
undoubtedly at the forefront of 
the discussions on this adjustment 
of policies and these reforms. 
Government, once almost sole 
supplier and manager of services, 
now sees the growth of its duties 
in directing, regulating and super-
vising the development of the 
health system. The central admin-
istrations have to transfer certain 
powers and responsibilities to 
decentralised units, autonomous 
health institutions, local commu-
nities and the private sector. 
This adjustment of policies and 
implementation of reform mea-
Some aspects of child healthcare in 
Cameroon's north-west province. 
sures is no easy task. There is no 
single remedy, no universal model 
or plan. In the face of what are 
often very complex problems, 
there are no simple solutions. To 
a great extent, the solutions to be 
found are not solely of a techni-
cal nature but also lie within the 
remit of political leaders and civil 
society. Given what is at stake 
and, among other aspects, the sen-
sitivity of the medical staff wher-
ever their interests are involved, it 
is understandable that the politi-
cal leaders remain cautious and 
are very mindful of the conse-
quences of the choices they are 
called upon to make. 
Consequently, the process of 
adjusting policy and refonning the 
systems must now be given very 
careful thought, with very wide-
ranging consultation and active 
participation by the various peo-
ple involved or responsible and 
actual and potential users. This 
exercise should provide the 
greater degree of democracy 
which is required and may help 
to implement solutions but it 
brings with it the need to "make 
haste slowly". 
Implementation of a process of 
Ulis kind is unlikely to progress at 
an even pace; it is bound to come 
up against restraints just as there 
are bound to be times when it 
suddenly makes rapid headway. 
It will also continue to be expen-
sive, not just financially, but also 
socially and politically. COOPERATION ACTIVITIES IN THE FIELD OF HEALTH IN THE ACP COUNTRIES 
THE COMMUNITY'S COOPERATION POLICY 
IN THE 1990S. 
THE NEED FOR A NEW APPROACH AND NEW IMPETUS 
Improving people's state of 
health is one of the main aims 
and priorities of development 
aid because it is not simply an 
end in itself but also a means 
and a driving force of develop-
ment. In ACP-EC cooperation, 
however, the role of health has 
remained fairly limited. 
According to the spirit of the 
fourth Lomé Convention and 
its focus on improving human 
resources, the keynote of the 
1990s should be an increase in 
health-related operations. 
A shift from a project-based 
to a sectoral approach 
For a long time the volume of 
Community funding for this sec-
tor was quite small and focused 
on developing health infrastruc-
ture, first hospitals and then 
smaller units, and on supplying 
equipment and/or pharmaceuti-
cal products as part of one-off, 
isolated or piecemeal projects. 
These operations served their 
purpose at the time but the lim-
its of such an approach soon 
became increasingly clear. A 
multitude of investment projects 
does not constitute a viable and 
effective health development 
strategy. 
A more comprehensive, sec-
toral approach was becoming 
vital. In 1990 the Commission 
began redirecting operations 
in the health field. Attempts to 
ensure greater pertinence and 
effectiveness led to more sus-
tained health policy dialogue 
and a closer dovetailing of aid 
and national policies. 
To make headway, it was neces-
sary to identify the areas of inter-
vention in which the Commission 
enjoyed comparative advantages, 
seek greater coherence in the 
use of instruments for consign-
ing aid and draw up guidelines 
for action. Lastly, within the 
Commission itself, the requisite 
public health expertise needed 
to be found and a new techni-
cal support system developed. 
An AIDS prevention 
entre in Ghana. Women 
re increasingly aware of 
the risks of Acquired 
Immune Deficiency 
Syndrome. 
Avoid 
Casual Sex... 
Principles and guidelines of 
action 
In 1993 the Commission pre-
sented two communications to 
the European Parliament and 
the Council on cooperation pol-
icy with the developing coun-
tries in the field of health and 
HIV/AIDS. These communica-
tions set out the broad thrust 
of the current health develop-
ment situation in the develop-
ing countries and proposed 
guidelines for action. 
Basing itself on the Commission's 
findings and proposals, the 
Council drew up the major prin-
ciples, objectives and guidelines 
for ACP/EU cooperation in the 
field of health and HIV/AIDS. 
These principles, objectives 
and guidelines are set out in the 
Council resolutions adopted on 
6 May 1994 on cooperation 
policy in the field of health 
and HIV/AIDS. 
Another resolution was adopted 
in I992 on cooperation on fam-
ily planning. In response to the 
call for complementarity made 
in the Maastricht Treaty on 
European Union, the Council 
underlined in these resolutions 
the need to develop consulta-
tion and operational coordina-
tion between European partners. COOPERATION ACTIVITIES IN THE FIELD OF HEALTH IN THE ACP COUNTRIES 
A GENERAL FRAMEWORK FOR COMMUNITY ACTION 
FN THE HEALTH FIELD 
Three main principles: 
- Cooperation must help to seek 
greater fairness and social justice 
and make it possible to express 
an individual and collective right 
to better health. 
- Cooperation is not a substitute 
for national efforts, it is not 
meant to answer all problems 
and needs but is there to help 
countries satisfy the most fun-
damental needs, particularly 
those of the most vulnerable 
groups. 
- There is no universal model for 
organising health systems or 
their constituent parts. National 
characteristics and requirements 
must be respected. 
Two general objectives for 
Community aid 
- to contribute to the creation of 
an environment more favourable 
to health; 
- to help countries to formulate 
and implement health policies 
designed to meet their people's 
Four strategic priorities: 
- to ensure that the health 
dimension is taken more fully 
into account in development 
policies, particularly in the 
preparation and implementa-
tion of structural adjustment 
programmes. 
- to help correct structural imbal-
ances in health systems, 
by directing action towards sup-
porting and strengthening basic 
services. 
- to facilitate institutional reform 
by building up capacity at cen-
tral level, supporting the decen-
tralisation process, encouraging 
the sharing of responsibility 
among the various parties and 
especially between the public 
and private sectors. 
- to help countries develop sys-
tems and measures to mobilise 
and manage available resources 
more efficiently, particularly by 
developing support for program-
ming and budget management 
and measures to improve supply 
systems for medicines. 
Ref: COM (94)77 final; Council 
Resolution of 6 May 1994. 
PRINCIPLES AND STRATEGIES IN RESPECT OF HIV/AIDS 
Four priority strategic objectives 
- to reduce the spread of the epidemic while preventing dis-
crimination and exclusion of people at risk of infection or liv-
ing with HIV and AIDS. 
- to enable the health sector to cope with lhe additional bur-
den of HIV/AIDS. 
- to lessen the impact of lhe epidemic on economic and 
social development. 
- to increase scientific understanding and know-how. 
Six guiding principles for action: 
- adaptation to risk environments: measures to prevent the 
spread of the epidemic must be tailored not only to individ-
ual behaviour but also the social and structural factors which 
are at the basis of risk exposure. 
- gender sensitivity: analyses and measures must take 
account of gender issues ami special attention be given to 
women's problems. 
- respect for human dignity: coercive measures should be 
avoided and all forms of discrimination against communities 
and individuals prevented. 
- empowerment and responsibility: communities and indi-
viduals must be helped to assess their own risks and 
behaviour and make the appropriate choices. 
- integration in a wider framework: measures focusing on 
HIV/AIOS must be incorporated in social policy for educa-
tion and health and in other aspects of development policy. 
- adaptation to the stage of the epidemic and rapid response: 
the response must be tailored to the real stage of the epi-
demic and must be as swift as possible. 
Ref: COMC93) 479; Council Resolution of 6 May 1994 
PRINCIPLES AND GUIDELINES FOR ACTION IN THE POPULA-
TION AND FAMILY PLANNING FIELD 
Basic principles for action 
- Everyone has the right to decide freely the number of 
children he or she wants and when. Aid should not be 
granted to programmes of a coercive or discriminatory 
nature or which undermine people's fundamental rights. 
- Family planning is a fundamental social service; men and 
women are entitled to the most complete and scientifically 
accurate information on reproduction, the spacing of births 
and contraception and free access to all ways and means 
of spacing or limiting births. 
Priority objectives 
- to allow women and men to exercise their right to choose 
freely and responsibly the number of their children and the 
spacing of births: 
- to contribute to creating an environment more conducive 
to full exercise of this choice, in particular as a result of 
increased access to good quality family planning services; 
- to reduce substantially risks to women and children's 
health by providing competent reproductive health ser-
vices; 
- to enable countries and local communities to respond to 
and influence population growth and movement. 
Ref: SEC(92) 2002 of 4 November 1992; Council Resolution 
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PRIORITY AREAS OF INTERVENTION AND APPROACHES 
OF COMMUNITY AID 
I. Support for formulating 
health development policies 
and strategies 
Collating and processing facts 
and information about a coun-
try's health situation, analysing 
the results, identifying possible 
solutions and assessing their 
technical feasibility and cost, pin-
pointing priorities for research 
and action are laborious and 
often expensive tasks but they 
are indispensable. 
The Community lends its assis-
tance by commissioning consul-
tants and experts or relevant bod-
ies to conduct research, studies 
and analyses. It also provides spe-
cialist technical assistance and 
contributes to strengthening the 
technical capacities of national 
administrations by organising 
training schemes and supplying 
equipment. It encourages pooling 
experiences and disseminating 
information and the results of 
work involving both developing 
and developed countries. 
But health policies and strategies 
are not just a matter for technical 
experts. The Community also 
helps countries to organise open 
discussions about planned strate-
gies and to seek a broad consen-
tii Africa, long waits 
to see the doctor 
are common. 
sus among both national players 
and external partners. It assists 
countries in drawing up objec-
tives, priorities and programmes 
and publicising them by promot-
ing regular sectoral round tables, 
coordination meetings and dis-
semination of information. 
The Community is involved in 
many other development fields, 
such as formulating macroeco-
nomic policies and structural 
adjustment programmes and it 
tries to ensure that the health 
and HIV/AIDS dimensions arc-
taken on board in general devel-
opment policies. 
2. Institutional capacity 
building and support for 
démocratisation 
In the current climate where the 
role of the state is progressively 
changing, supporting administra-
tive and institutional capacity 
building in the health sector and 
encouraging the delicate process 
of decentralisation calls for action 
at several levels. 
Community assistance is aimed 
primarily at the central admin-
istration, namely the Ministry 
of Health departments respon-
sible for planning, finance and 
medicines policy. The main aim 
is to help develop proper deci-
sion-making tools in the health 
field. 
Community support is also 
designed to boost the capacity 
of the Ministry's regional decen-
tralised administrative units and 
health districts. Another objec-
tive is to define more clearly the 
share-out of tasks and responsi-
bilities between central admin-
istration and local authorities 
and help the latter to take on 
roles for which they are still ill-
prepared. 
On the same lines, the Community 
assists in establishing a legal and 
regulatory framework and mea-
sures to direct and regulate private 
sector development. In addition, 
the Community encourages differ-
ent forms of partnership between 
public and private sector (non-
profit-making and profit-mak-
ing) with a view to streamlining 
health cover. 
3. Improving financing 
capacity and support for 
rationalising the use of 
financial resources 
Helping to maintain a sufficient 
level of public health expendi-
ture - for example during discus-
sions on macroeconomic reforms 
or by providing budget aid - is 
essential but it is not enough. The 
Community endeavours to help 
countries to match up this expen-
ditLtre with health policy objec-
tives and to reform program-
ming systems and budget allo-
cation criteria. 
In this case the Community 
contribution takes the form of 
active participation in public-
expenditure reviews, encour-
aging dialogue between lhe 
parties involved and providing 
the Finance and Health Ministries 
with technical assistance. 
Families and patients already 
bear a substantial share of the 
costs of care. The Community 
wants to help draw up fairer 
systems for generating these 
contributions.. 
4. Strengthening and 
improving basic services 
Community aid certainly does not 
ignore the hospital sector but it 
gives priority to developing and 
improving basic services, to which 
the general population has easi-
est access and which are best 
suited to combining curative treat-
ment and preventive measures. 
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This support is designed to improve 
health cover and make services 
more accessible to the popula­
tion. The aim is to improve the 
running and quality of the services 
provided and to develop func­
tional relations between the dif­
ferent levels of service. 
Both in rural and urban areas 
aid is always directed at com­
plete services - systems com­
prising dispensaries, health 
centres and local hospitals. 
Following local development 
plans and programmes, opera­
tions combine construction and 
renovation of buildings, sup­
ply of essential equipment, 
technical assistance with the 
organisation of work and man­
agement of services and retrain­
ing of health personnel.. 
5. Promoting essential 
medicines 
Improving the availability of effec­
tive and reliable medicines but 
at a lower cost is in many cases 
socially and economically vital. 
The Community has undertaken to 
help countries focus their supplies 
on the most essential medicines, 
reduce purchase costs and avoid 
breakdowns in supply. Without 
encouraging monopoly situations, 
Community aid is used to reor­
ganise and improve the manage­
ment of public or parastatal sup­
ply centres. It supports the formu­
lation and implementation of 
medicines price policies and leg­
islative and regulatory frameworks 
for marketing authorisations for 
pharmaceutical products. 
Direct, free supplies of medicines, 
which is not a viable form of aid, 
are now only countenanced in 
exceptional circumstances. 
Assistance generally consists of a 
combination of specialist techni­
cal assistance, financing for vital 
equipment and start-up stocks. 
Support is also given to improv­
ing the prescription of medicines 
and promoting the use of generic 
medicines among health staff and 
the general population. 
6. Human resources: initial 
training and continuing educa­
tion 
For a long time the Commission 
has given its backing to training 
in the form of study awards and 
support for health faculties and 
schools. Continuing education 
schemes are also included in a large 
number of programmes. Even if 
there must now be some changes 
to this type of support, training and 
continuing education, which are 
vital for improving the quality 
of care, will go on receiving 
Community funding. 
Staff costs still account for over 
half of public health spending. 
The distribution of health staff 
both nationally and within the 
different types of service is far 
from ideal. Staff "productivity" is 
generally low. In several coun­
tries there is a curb or even a 
freeze on civil service recruitment 
and yet the number of school 
leavers continues to rise. This sit­
uation calls for solutions which 
affect the organisation of the 
entire sector. 
To date Community support in 
the human resources field has 
been fairly piecemeal. In the next 
few years it will be extending and 
intensifying this support, primar­
ily by helping to formulate and 
implement planning and manage­
ment policies for health staff, in 
both the public and private sec­
tors. 
7. Support for civil society ini­
tiatives 
In the ACP States people do not 
sit by passively, expecting every­
thing from the state. A type of 
"burgeoning" process is under 
way with all kinds of initiatives to 
set up small mutual benefit asso­
ciations and professional associa­
tions, associations to create and 
manage health centres and ser­
vice users' or patients' associa­
tions. 
The Community plans to provide 
these initiatives either with direct 
aid or indirect aid - the latter by 
cofinancing measures carried out 
by European NGOs. 
8. Support for coordination 
and regional integration 
The problems which affect the 
ACP countries often straddle bor­
ders or are very similar from one 
country to another. An effective 
response therefore frequently 
requires consultation between 
countries and programme coordi­
nation. The Community plans to 
focus support on efforts to coor­
dinate more closely measures to 
combat the principal health prob­
lems in a single region or sub-
region. It supports inter-state train­
ing and research initiatives, it 
contributes to financing for scien­
tific studies, pooling of informa­
tion and experiences, setting up 
networks of experts, researchers, 
patients and NGOs. It gives direct 
support to certain regional pro­
grammes or organisations. 
9. HIV/AIDS and sexually 
transmitted diseases 
Since 1987 the Community has 
devoted major financial and tech­
nical resources to helping coun­
tries to control the spread of the 
epidemic. These resources are 
used to improve the prevention 
and treatment of sexually trans­
mitted diseases, increase die safety 
of blood transfusions and rein­
force sex education and repro­
ductive health education. Steps 
are being taken to ensure that 
this particular dimension is more 
fully integrated in development 
policies and to alleviate the eco­
nomic, human and social impact 
of these diseases. Funding is also 
being used to seek the most 
effective strategies to prevent the 
spread of the epidemic. 
π COOPERATION ACTIVITIES IN THE FIELD OF HEALTH IN THE ACP COUNTRIES 
As there is no effective vaccine 
and treatment at an affordable 
price for the population of the 
ACP countries, stepping up pre-
vention, education and informa-
tion activities is vital. A wide 
range of far-reaching and sus-
tained measures are needed to 
ensure that such activities become 
an everyday concern and task of 
health staff and other involved 
parties. HIV and AIDS cause 
tremendous physical and mental 
suffering. It can be alleviated by 
treating opportunistic diseases, 
providing better care for patients, 
particularly at home, and ensur-
ing that health staff and other 
members of society show greater 
care and understanding. 
The Community backs mea-
sures to guarantee non-discrim-
ination of people living with HIV 
and those at greatest risk and 
actively supports associations 
of AIDS sufferers. 
10. Family planning, health 
and reproduction 
A prime objective is to allow 
women and men to exercise their 
right to choose freely and respon-
sibly the number of their children 
and the spacing of births. In par-
ticular, the Community wishes to 
ensure increased access to infor-
mation and family planning ser-
vices and methods. It also wants 
to reduce the risks for women's 
health by developing the provi-
sion of sexual health and repro-
dttctive health services. 
The Community wants to encour-
age these aspects to be taken into 
account in social policies, partic-
ularly those concerning the educa-
tion and health sectors. It is work-
ing towards getting activities such 
as family planning, promoting 
safe sex and preventing repro-
ductive risks included in the rele-
vant services. 
I I. Midway between emer-
gency and development: reha-
bilitation 
The number and scale of conflicts 
or internal crises has consider-
ably increased over the past few 
years. Besides the direct conse-
quences on people's health there 
are the consequences on the 
health system. After the emer-
gency itself there comes a transi-
tion and rehabilitation phase 
which should lead to the restora-
tion of acceptable running condi-
tions for health services and the 
basis for further developments to 
the system. The choices made in 
this phase have a major long-
term impact. They must ensure 
sustainable development and pre-
vent the re-emergence of imbal-
ances and organisational prob-
lems which pre-dated the crisis. 
In highly unsettled political and 
economic circumstances the 
Community strives to provide the 
right sort of support. 
A good diet means 
better health. 
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RESOURCES AND INSTRUMENTS FOR ACP-EU 
COOPERATION IN THE HEALTH FIELD 
Financial moans: two sources 
Essentially Community aid to 
the ACP States comes from the 
European Development Fund 
(EDF) which is constituted each 
time the Lomé Convention is 
renewed or revised. 
The Member States of the European 
Union pay direct contributions 
into this five-year fund. The pro-
grammable part is shared among 
national, regional and "all ACP" 
programmes. 
For the national programmes, 
resources are shared out among 
countries according to criteria 
which include GNP and popula-
tion size. But the proportion allo-
cated to health in these various 
programmes is not fixed from 
the outset. It is the result of nego-
tiations between the ACP States 
and the Commission and reflects 
the priority given to this sector 
when the indicative programmes, 
which define the major thrust 
and types of operation to be 
carried out, are negotiated. The 
programmes under way are 
financed from 7th EDF resources 
(1990-95). 8th EDF program-
ming (1996-2000) is well in 
hand. 
- Resources also come from spe-
cific budget headings of the 
"ordinary" Community budget 
voted each year by the Council and 
the European Parliament. These 
budget headings cover all develop-
ing countries, obviously including 
the ACP States. They can cover 
specific areas such as HIV/AIDS, 
specific countries or groups of 
countries beset by a particular 
problem such as rehabilitation 
or even the activities of certain 
groups and partners - for 
example cofinancing European 
NGOs. 
A major increase in the financ-
ing allocated to health since 
the beginning of the I 990s 
For a long time the volume of 
resources allocated to health was 
not enormous, amounting to 
about 3% of the total of all EDFs 
set up prior to Lomé IV. Since 
1990 and 7th EDF programming 
more ACP States have included 
health in their indicative pro-
grammes as a priority sector for 
cooperation with the EC. As a 
result, under the 7th EDF the total 
volume of health allocations has 
more than doubled, reaching 
ECU 413 million in 1997. 
At the same time, the "health" 
budget aid linked with the newly 
established structural adjustment 
facility has increased substantially, 
totalling close on ECU 573 mil-
lion in 1997. 
Health sector financing 
by EDF 
EDF 
5th 
6th 
7th 
Amount on health in ECU million 
Projects 
(¡net HIV/AIDS) 
138,83 
183,81 
412,90 
Budget aid 
0,46 
43,55 
573.11 
From these 7th EDF allocations, 
specific HIV/AIDS operations 
amounted to ECU 50 million 
(ECU 20 million from a regional 
programme for all the ACP States 
and ECU 30 million from national 
indicative programmes). 
The budget resources that can be 
used for health have also increased 
considerably in the past few years. 
This is particularly the case for 
cofinancing NGOs. Almost a third 
of this cofinancing is used for 
operations directly linked with 
health. Nearly ECU 50 million is 
thus added to aid for the health 
sector each year. 
Similarly, more resources have 
also been allocated to HIV/AIDS 
initiatives and since 1996 they 
amount to ECU 15 million per 
year. 
This is not the full range of the 
financing allocated to health. It 
does not include the very large 
amounts mobilised for the health 
sector as part of emergency 
humanitarian aid (via ECHO, the 
European Commission's special 
department). 
Health sector financing 
bvEDF 
The ways in which aid is pro-
vided 
Almost all Community aid con-
sists of grants in order to ensure 
that it does not further add to the 
ACP countries' already high level 
of indebtedness. 
In the case of projects financed 
from EDF resources in a particu-
lar country, the Community 
adopts a comprehensive 
approach to tackling problems, 
so that the whole of the health 
sector is covered by a coherent 
set of operations that combine 
various projects plus, in certain 
cases, budget support. 
As a general rule, a number of 
different types of input are com-
bined in community-funded pro-
jects: technical assistance, train-
ing schemes, purchasing capital 
goods and logistical equipment 
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on the local or international mar-
kets, building and upgrading infras-
tructure, and the like. Although 
projects are, in the main, geared 
towards investment, they may 
incorporate operational support 
and cover certain recurrent costs, in 
particular a share of the additional 
costs attaching to investments. 
From 1990 onwards, diere has 
been a very significant increase in 
the volume of budget aid. Since 
the conclusion of the fourth Lomé 
Convention, the Community has 
been involved in defining and 
implementing the structural adjtist-
ment programmes prescribed by 
the International Monetary Fund 
(IMF) and the World Bank. 
Alarmed by the social repercus-
sions of macroeconomic reforms 
and adjustment programmes, the 
Community is paying special heed 
to the social sectors, in particu-
lar health. While the Structural 
Adjustment Facility (SAF) granted 
by the Community is directed 
primarily at macroeconomic objec-
tives, in particular balance of pay-
ments equilibrium, it generates 
counterpart hinds in local currency 
that are largely used (40%) to help 
recipient countries maintain the 
level of their public health expen-
diture. 
Since 1991, structural adjustment 
support has played an increas-
ingly important part in ACP/EC 
cooperation. While it aims to sup-
port macroeconomic restmctur-
ing policies, the Commission has 
sought to ensure that priority is 
also given to its deployment in 
the social welfare sectors, espe-
cially health. 
As part of Community support 
for structural adjustment, hard 
currency is transferred under 
general or sectoral import pro-
grammes to pay for imports of an 
equivalent value from European 
Community or ACP countries. 
The local currency resulting 
from the conversion of the hard 
cunency constitutes counterpart 
hinds that are used by the gov-
ernment to fund expenditure 
stipulated in the adjustment pro-
gramme and entered in the table 
of government financial transac-
tions. In the case of Community 
support, these funds are "tar-
geted", i.e. allocated to clearly 
identified expenditure. In accor-
dance with Commission guide-
lines, 70% of the counterpart 
funds are targeted on the social 
welfare sectors, with 40% going 
to the health sector alone. 
One of the main advantages of 
using this instrument is the possi-
bility of entering into a dialogue 
with the government regarding 
its policies, the way the national 
budget is structured and public 
funds are allocated. The funds are 
released subject to compliance with 
certain conditions to ensure that 
progress is made with health sec-
tor reforms. 
The various instruments must 
be used in a coherent manner 
As in other sectors, the range 
of instruments devised by the 
Community to promote health 
care is very broad. However, hav-
ing a variety of tools available is 
not enough. The best use needs 
to be made of them, they must 
complement one another and be 
deployed in a coherent fashion. 
This complex task has been tack-
led by the Commission, which 
has ascribed to each instrument 
particular functions and objec-
tives that tie in with the different 
strategies and priorities of coop-
eration policy. 
Improved technical assistance 
From the outset, the Commission 
has always been able, with the 
agreement of the authorities in 
the ACP countries, to provide 
short- or long-term specialised 
technical assistance for the pro-
jects and programmes it supports. 
In I99O the Directorate-General 
for Development (DG VIII) made 
a start on building up its provi-
sion of technical assistance and 
its own technical skills in order to 
further develop dialogue with the 
ACP countries on policy issues 
and to better prepare, monitor 
and administer programmes. It 
intended that the number and 
scale of programmes should also 
be stepped up. 
This resulted in the setting-up, in 
May 1993, of a "Health, family 
planning and AIDS" unit compris-
ing experts specialising in public-
health and also health economics 
and macroeconomics. This unit 
works closely with the "Social 
and human development" unit 
which is more specifically con-
cerned with defining social poli-
cies and strategies. 
The "Health, family planning and 
AIDS" unit works closely with the 
other Commission departments in 
Bntssels and with the Commission's 
Delegations in the ACP countries. 
It is closely involved in policy 
formulation and provides techni-
cal support for the preparation, 
monitoring of implementation, 
management and evaluation of 
health projects and programmes. 
It plays a very active part in 
identifying priority strategies for 
Community support to the 
health sector in the ACP coun-
tries. It helps prepare the terms 
of reference for studies and tech-
nical assistance missions. 
Lastly, it helps to monitor imple-
mentation of the various compo-
nents of the programmes and to 
conduct mid-term reviews and 
evaluations. In this connection it 
participates, generally by means 
of invitations to tender, in the 
selection of outside experts work-
ing for consultancy bureaux or 
specialised agencies or teams 
from universities and public 
health schools in Europe and the 
ACP countries. 
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DETAILED ARRANGEMENTS GOVERNING THE PROVISION 
OF COMMUNITY AID 
1. Ongoing in-depth dialogue 
is an essential prerequisite for 
any form of cooperation 
This involves regular, sustained 
consultations and negotiations 
between representatives of the 
ACP countries concerned and 
the European Commission. This 
dialogue must, of course, be 
based on objective information 
and data which are frequently 
unavailable and have to be 
sought out. It must also draw on 
the experience gained in other 
fields and different points of 
view. 
For such a dialogue to take place, 
a large number of studies, sur-
veys and audits have to be car-
ried out and there must be a 
constant pooling of information 
with other institutions, partners 
and interest groups. 
2. Comprehensive negotia-
tions, programmes that define 
the objectives and priorities 
for ACP/EC cooperation 
The Lomé Convention and the 
European Development Fund 
Regulation stipulate that an 
indicative programme must be 
established for each country or 
region by negotiation between 
the Community and the partner 
countries. 
These national indicative pro-
grammes (NIPs) or regional 
indicative programmes (RIPs) 
determine the overall frame-
work for ACP/EC cooperation, 
indicate the priority sectors and 
fields for cooperation, state in 
broad terms the objectives of the 
programmes that are to qualify 
for Community financing and 
specify the measures that the 
governments propose to take in 
the sectors concerned. 
3. Preparation and implemen-
tation of projects - five main 
stages 
Where it emerges from the policy 
dialogue and the negotiations that 
operations in support of the health 
sector could be mounted, there are 
five main stages to the process of 
preparing and implementing 
Community action. 
A pre-feasibility study is con-
ducted, leading to the preparation 
of a general action plan giving the 
broad outlines of the measures pro-
posed. Here, particular attention is 
devoted to ensuring that these are 
relevant to the problems affecting 
the sector, that they are in line with 
the priorities of national healthcare 
policy and that they dovetail with 
the measures taken by other exter-
nal partners. 
Preparation of the plan is based 
either on a thorough sectoral review 
or more cursory programming sup-
port missions, depending on die cir-
cumstances of each case. The sec-
toral review procedure is set in train 
where knowledge of the problems 
affecting die health sector is insuffi-
cient, where there has been a mani-
fest change in the health situation, 
where the government's health pol-
icy needs to be rethought and/or 
where there is a significant change 
in the operating strategies of exter-
nal partners. Otherwise, a program-
ming support mission suffices. 
In the course of carrying out 
reviews or missions, the different 
possible scenarios for the action to 
be taken are discussed at length 
and the interconnections between 
die various problems are studied 
carefully. The potential repercus-
sions and the possible risks inher-
ent in the action to be taken are 
weighed against one another. At 
this stage, only a rough estimate of 
the funds required is made. 
A feasibility study then spells out 
in detail the action to be taken and 
the financial and human resources 
needed. It also describes the 
detailed arrangements for carrying 
out the measures in question. 
A financing proposal, based on all 
these elements and the negotiations 
with the ACP partners, is then sub-
mitted to the EDF Committee for its 
opinion. 
After the Commission's proposals 
have been considered and dis-
cussed, this Committee, made up 
of representatives of the fifteen 
Member States of the Union, adopts 
its position by qualified majority. No 
fewer than eight Member States, 
accounting for a total of 145 out of 
a possible 221 votes, have to be cast 
in favour of a project for it to be 
endorsed. 
If it is endorsed, the Commission 
adopts the Financing Decision and a 
Financing Agreement is concluded 
confirming the agreement with the 
recipient country or countries. 
Under the Lomé Convention, the 
recipient ACP State is responsible 
for implementing the financing 
arrangements and the measures to 
be taken. As a general mie, the 
Ministry of Health, as lead Ministry, 
takes on this responsibility but the 
Finance Minister or the Minister for 
Planning, acting as die EDF National 
Authorising Officer, is ultimately 
responsible for all expenditure 
incuned in implementing a project 
or budget aid. 
Lastly, project evaluation is essential 
To ensure that operations and 
resources are administered prop-
erly, projects are regularly moni-
tored from the outset. This is to 
check that diey are being imple-
mented correctly, to assess the 
extent to which dieir objectives are 
being achieved and to make any 
adjustments needed. 
Subsequendy, the impact of a pro-
ject is assessed through ongoing and 
ex-post evaluations. They may spec-
ify the conditions under which it 
may be extended and/or possibly 
replicated in other contexts. 
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INTENSIFIED DISCUSSIONS AND JOINT ACTION 
In Haïti, health problems 
are discussed so that they 
can be better tackled. 
As has been emphasised in this 
document on a number of occa-
sions, the health care problems 
facing our ACP partners are far 
from simple. It is no easy task to 
identify the best solutions, deter-
mine the most appropriate and 
effective aid strategies to prevent 
wastage and secure the greatest 
impact. This is particularly so in 
that circumstances can easily 
change, sometimes very rapidly, 
and new problems pile up on top 
of the old ones. Ongoing discus-
sion and analysis as "well as striv-
ing to improve operational coor-
dination between partners are 
indispensable. 
I. Improving operations 
through intensified discussions 
In the light of the guidelines for 
action and the changes in the 
problems that affect the health sec-
tor, the Commission departments 
concerned have decided to focus 
discussions in the years to come 
on five fundamental aspects. 
- Decentralisation 
Many countries have embarked 
on programmes aimed at bring-
ing decision-makers and the gen-
eral public closer together. As fai-
as the decentralisation of govern-
ment departments, the indepen-
dent management of major hos-
pitals and the further develop-
ment of local authorities or the pri-
vate sector are concerned, there is 
no universal or ready-made solu-
tion. Intensifying discussions and 
improving the action taken neces-
sarily mean comparing experi-
ences and results, pooling more 
information and weighing differ-
ent points of view against one 
another. 
- Human resources 
Although all the ACP countries 
are suffering from a shortage of 
qualified healthcare workers, 
staffing costs account for half of 
health expenditure. The diffi-
culties must not, however, be 
viewed solely in quantitative 
terms. Improved basic training 
and the further development of 
continuing education are becom-
ing essential. In systems that are 
undergoing far-reaching reorgan-
isation, with reallocation of duties 
and further development of the 
private sector, action must be 
taken to secure better manage-
ment of human resotirces and put 
in place anangements for regtilat-
ing and monitoring activities. 
- Health in urban areas 
Towns are rapidly expanding and 
soon one in every two inhabi-
tants in the ACP countries will be 
living in an urban environment. 
These rapid changes bring many 
problems in terms of public health. 
However, concentrations of popu-
lation stimulate innovation. They 
give rise to new approaches to 
social issues, stimulate new atti-
tLides to health and are focal 
points for determining the ways 
in which healthcare professionals 
will practise in the future. Better 
knowledge of these problems 
and improved analysis of the 
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changes that are taking place will 
make it possible to define more 
appropriate strategies and work-
ing methods than those adopted 
up to now. 
- Rehabilitation 
To respond to the increasing num-
bers of disasters and conflicts, 
international aid efforts have cre-
ated institutions, mechanisms and 
means for taking emergency action. 
Once a crisis is over, emergency 
operations must give way to devel-
opment programmes. Discussions 
are under way aimed at putting 
forward a set of principles and 
guidelines for rehabilitation oper-
ations in the health sector. 
- Essential medicines and medicines 
policy 
A comprehensive policy needs 
to be established and imple-
mented to ensure that every indi-
vidual can benefit from appro-
priate treatment and have access 
to safe and effective medicines 
at affordable cost. Numerous 
aspects of such a policy are cur-
rently being considered, the aim 
being to determine the most 
appropriate measures to ensure 
regular supplies and improved 
distribution (including the pri-
vate sector) of the most essential 
products, provide better infor-
mation and guidance for doctors 
and patients, secure stricter con-
trol of this special market and 
combat fraud. 
2. Joint action 
Exchanging information, project 
coordination and consultations 
between partners are effective 
ways of preventing wastage of pre-
cious resources and improving the 
impact of aid. 
Major efforts have been made 
along these lines in recent years, 
aimed not only at more in-depth 
consultations regarding aid poli-
cies but also, on a practical level, 
at improving coordination on the 
ground. 
Attention has, of course, been 
devoted, in the first instance, to 
stepping up consultations and 
improving coordination between 
European partners, and between 
the Commission and the various 
ministries and agencies responsi-
ble for cooperation in the EU 
Member States. 
Three groups of European experts 
have been set up (to cover health 
and development, sexually trans-
mitted diseases and HIV/AIDS, 
and population issues and family 
planning). 
exchange of situation reports and 
information on operations that 
are under way or planned. 
Efforts are made to ensure that 
projects complement one another 
and that cooperation schemes are 
interlinked. Where feasible, com-
mon programmes are established 
with other partners. At the pre-
sent time, consideration is being 
given to the possibility of taking 
joint action through sectoral sup-
port programmes. 
The machinery for coordinating 
operations with the major coop-
eration agencies, whether work-
ing on a bilateral or multilateral 
level, and with the World Bank 
has also been improved. 
As far as the Community is con-
cerned, what is needed is to pro-
mote concerted action based on a 
War devastated Angol 
has every nature of 
health problem. 
policy and on sectoral priorities 
that are clearly defined and to 
assist the work of national gov-
ernment departments (particu-
larly in terms of administration) 
Coordination is improving on the so as to preveni support being 
groLind. There is more regular fragmented. 
They discuss the various prob-
lems together, exchange experi-
ences and identify the most effec-
tive aid strategies. 
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A COMPREHENSIVE APPROACH TO HEALTH PROBLEMS: 
NEW IDEAS ILLUSTRATED BY COMMUNITY ACTION IN 
CÔTE D'IVOIRE 
It had become difficult to obtain 
medical treatment in Côte d'Ivoire in 
1990. To consult a doctor and obtain 
the medicine prescribed, people had 
to embark on a veritable marathon 
and spend a great deal of money 
whether they lived in towns or in the 
countryside. 
Provision of health care was in a par-
lous state, infrastnicture and equip-
ment were poorly maintained and 
staff morale was low. The state 
medicine supply and distribution 
system was collapsing and the cen-
tral pharmacy (the PSP) was close to 
bankniptcy. This stemmed from the 
crisis in public financing, partly 
caused by the economic difficulties 
that the country was experiencing. It 
was also the result of previous health 
development policies, in particular 
the medicines policy, which decreed 
that only expensive proprietary 
products could be used. Generic 
products were forbidden. 
Up until that time, the Commission 
had not been greatly involved in the 
health sector. Accordingly, it entered 
into discussions with the govern-
ment, at the same time preparing, 
together with the World Bank, a 
wide-ranging programme to opti-
mise the use of human resources. 
On the basis of close cooperation 
with all the partners concerned, the 
problems affecting the sector were 
reviewed in their entirety, discus-
sions were held on ways and means 
of bringing about reforms and sup-
port programmes were analysed. 
The initial operations were put in 
hand rapidly. As far as the 
Commission was concerned, they 
represented a novel approach. The 
agreement reached on a structural 
adjustment programme meant that it 
could make use of the funds 
released by an import programme to 
quickly provide budget support tar-
geted on medicinal products and 
implement a set of projects aimed at 
supporting reform of the medicines 
policy and relaunch the PSP. 
In subsequent years, Community 
action in support of health contin-
ued, based on four successive gen-
eral import programmes. Further 
budget aid was provided, targeted 
on health, enabling the essential 
medicines programme to be 
strengthened and extended and 
helping Côte d'Ivoire to bear the top 
priority health costs. 
At the same time, a more "tradi-
tional" programme was embarked 
upon, closely linked to the structural 
adjustment support projects, to assist 
with reforms in the health sector, 
help formulate health policies, 
improve the skills of ministry staff, 
provide support for the decentralisa-
tion process and, in particular, 
improve the miming of health ser-
vices in two of the country's regions. 
Preparation and implementation of 
the projects were always preceded 
by very detailed discussions involv-
ing not only senior government offi-
cials and Commission representa-
tives but also all the external partners 
and many leading figures from the 
country's public and private sectors. 
An all-encompassing approach was 
adopted, viewing the sectors' prob-
lems and possible solutions as a 
whole. 
The first results were quick to 
appear. For example, the PSP was 
able to recommence operations as a 
result of improvements in purchas-
ing and management procedures, 
concentrating on supplies of the 
most essential products and making 
greater use of generic products. A 
system for the resale of medicinal 
products was set up in both hospitals 
and health centres. Prices fell 
sharply and are now a quarter of 
those charged by the private sector. 
As a result of the discussions that 
took place in connection with the 
public expenditure reviews, greater 
efforts have been made to gear the 
budget towards priority needs, steer 
public expenditure towards the pro-
vision of basic health care and 
improve the management of public 
funds assigned to the health services. 
The latter have shown a marked 
improvement. 
The Commission is carrying out stud-
ies and other projects to support the 
government's efforts aimed at a bet-
ter analysis of the situation, a more 
accurate inventory of existing 
resources and preparations for the 
future by determining a health policy 
more in line with the country's cir-
cumstances. The National Health 
Developmenl Programme 1996 2000, 
published in 1996, bears witness to 
the efforts the country has made and 
the turnaround that has been 
achieved. 
Nevertheless, all the problems have 
not been resolved; far from it. The 
state of health of the citizens of Côte 
d'Ivoire is still a cause for concern. 
Access to health care, especially for 
the poorest sections of the popula-
tion, and the quality of the care pro-
vided, are still well below an accept-
able level for a country diat is, after 
all, richer than some of its neigh-
bours and which has benefited, since 
1994, from the devaluation of the 
CFA franc. New problems are emerg-
ing, such as the increase in the num-
ber of AIDS cases, the still relatively 
unchecked expansion of an informal 
private sector and a decline in the 
take-up of public health services. 
Considerable further efforts need to 
be made. 
Côte d'Ivoire has certain advan-
tages which can be used to deal 
with this situation. It can also 
count on support from its external 
partners, in particular the 
Community. It will be possible to 
make further headway by main-
taining a dialogue on all the prob-
lems affecting the sector and by 
taking concerted and well-coordi-
nated action involving all the par-
ties concerned. 
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SUPPORT FOR A CONCERTED POLICY ON MEDICFNAL PRODUCTS 
FN THE COUNTRIES BELONGFNG TO THE FRANC AREA 
In the countries belonging to the 
franc area, 90% of medicinal prod-
ucts are imported. The private sec-
tor takes the lion's share, distribut-
ing virtually nothing but propri-
etary medicinal products, which 
are generally more costly than 
generic ones. Although the size of 
the public sector is considerable, its 
share of the market in such prod-
ucts is limited (less than 20%). 
There was, accordingly, a danger 
that the decision taken in January 
1994 by the fourteen Heads of State 
and Government to devalue the 
CFA franc by 50% would have seri-
ous repercLissions on the pharma-
ceutical sector in the countries con-
cerned, with the cost of products 
doubling so that inequality of 
access to medicines and health 
care would worsen still further. 
In view of this danger, the fourteen 
countries concerned agreed, on the 
basis of the Abidjan Declaration, 
signed by their Health Ministers in 
March 1994, to devise a strategy that 
would afford their citizens the best 
possible guaranteed access to high 
quality medicinal products. The 
assessment of the situation carried 
out in Abidjan focused on a number 
of crucial issues, in particular the 
considerable disparities in the prices 
charged by stippliers, the inadequa-
cies of the state supply units and the 
need to step up constatations with 
the private sector. In addition to the 
emergency measures that needed to 
be adopted, the Abidjan Declaration 
called for a more determined com-
prehensive policy. 
This strategy was immediately sup-
ported by their external partners, in 
particular the Etiropean Community 
which, by providing technical and 
financial support, helped to define 
and implement emergency mea-
sures that included support for a 
temporary price freeze by means of 
appropriate subsidies, the amend-
ment of certain laws, simplification 
of the registration procedures for 
generic medicinal products, the 
A medical analysis 
laboratory in Camerooi 
provision of information and guid-
ance to doctors and patients 
regarding the use of generic prod-
ucts, exemption from certain taxes, 
and the like. At the same time, of 
course, even greater efforts were 
devoted to developing longer-term 
action aimed at rethinking policies 
on medicinal products and improv-
ing the performance of the state 
purchasing units. 
In March 1995, the Commission pro-
vided support for the organisation of 
a second meeting of Health 
Ministers. In addition to the fourteen 
countries that were involved initially, 
a further six expressed great interest 
in attending. The meeting resulted in 
contacts with many Etiropean and 
African figtires from both the public 
and private sectors as well as bilat-
eral and multilateral organisations. 
The general feeling was that die 
worst had been avoided. Deva-
luation had not restilted in a system-
atic increase in prices. It was clear 
that there had been a change in atti-
tudes in the pharmaceutical sector, 
both public and private. However, 
the meeting concluded that much 
remained to be done. 
The representatives of the govern-
ments and their external partners 
decided to take these moves fur-
ther and to set up six working 
groups which would concentrate 
on the following priority issues: 
quality control, information on the 
market in medicinal products, the 
introduction of generic medicines 
into the private sector, amendment 
to the legislation governing phar-
maceutical products, improvement 
of prescribing practices and pro-
moting national manufacture of 
medicinal products. The work car-
ried out by these groups has already 
borne fniit and is continuing. 
In many respects, die support 
given to the political initiative 
launched by the franc area coun-
tries and the regional momentum 
that was thus created exemplifies 
an approach to cooperation that 
affords support to a comprehen-
sive programme with wide-rang-
ing consultation of all those 
involved. Such an approach 
should be given priority in die 
future. 
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COMMUNITY SUPPORT FOR VACCINE INDEPENDENCE 
IN THE SAHEL 
REUNION INTER-PAYS SUR L'INITIATIVE 
DE L'INDEPENDANCE VACCINALE EN AFRIQUE 6AHEUENNE 
OUAGADOUGOU OU 13 AU ZZ 3ANVIEH 100U 
Towards real 
independence. 
Support for vaccination cam-
paigns or programmes has long 
been one of the mainstays of 
international aid. In recent years 
foreign donors have helped, often 
substantially, to bring about a 
vast improvement in vaccine cov-
erage and protect millions of chil-
dren. During this period interna-
tional aid has been responsible 
for the supply of vaccines and 
much of the investment made 
under EPIs (enhanced programmes 
of immunisation). 
But the supply of aid is not infi-
nite - the countries concerned 
cannot continue to be over-depen-
dent on foreign aid and financing. 
However, they are unable from 
one day to the next to pay from 
their own resources for vaccines 
or immunisation operations. Tried 
and tested systems, such as for 
the purchase of vaccines on the 
international market, can be tam-
pered with only at considerable 
risk. A transition phase is essential. 
The Community has therefore 
devised and developed together 
with UNICEF an ECU 9.5 million 
regional project for vaccine inde-
pendence covering 8 Sahelian 
countries. 
The idea behind the project is 
that expenditure on the supply of 
vaccines should be treated as 
priority public spending and 
therefore entered in the state oper-
ating budget. The Community's 
role involves helping with the 
budget entry and, in the event 
of budget difficulties, securing 
the corresponding expenditure 
(primarily by means of stmctural 
adjustment aid or, if necessary, 
via the project). 
Together with USAID and UNICEF, 
the Community has helped to 
maintain the UNICEF vaccine pro-
curement system while at the 
same time developing it in stich a 
way as to hand greater responsi-
bility to national health ministries. 
The system guarantees the quality 
of vaccines and ensures their sup-
ply at minimum cost. 
Lastly, a regional technical assis-
tance team has been set up in the 
Muraz Centre at Bobo Dioulasso 
in Burkina Faso. Its role will be to 
provide backup to the countries 
during the transition phase and to 
help build national planning and 
management capacity in vaccina-
tion operations. It is responsible 
for regional coordination of train-
ing measures, studies and surveys 
and for exchanges of know-how 
so as to increase Sahelian exper-
tise in this field. 
The above project testifies to 
the Community's approach 
which is to provide states with 
encouragement and support 
but not take their place. It also 
demonstrates that, through 
close coordination, progress 
can be made by drawing on 
various foreign partners' 
expertise and comparative 
advantages. 
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CRVTL SOCIETY - FROM CRISIS TO DEVELOPMENT FN ZAIRE 
(FROM 1997, DEMOCRATIC REPUBLIC OF CONGO) 
In the 1970s Zaire was consid-
ered one of the most advanced 
countries in the public health field 
- it had drawn up a primary health 
care charter, set up a "health zone" 
system and put health care contri-
butions into general application. 
Its health system and experts were 
renowned worldwide. 
Today the country's public image 
is in tatters: AIDS, ebola, the dis-
integration of public services, 
poverty, floods of refugees. But all 
is not lost. Despite the hostile con-
ditions, non-governmental organi-
sations, particularly those churches 
traditionally involved in health 
matters, have continued their 
work and tried to provide a ser-
vice to the community. 
Although formal relations with 
Zaire had been broken off, the 
Community saw it as its duty to 
help the NGOs meet the people's 
basic health needs. In August 1994 
it embarked upon an ECU 24 mil-
lion programme of temporary assis-
tance to the health sector (PATS), 
the first phase of a programme to 
improve Zaire's health system. 
PATS has two main objectives: to 
meet basic health requirements 
and to safeguard the future. The 
programme grants aid to step up 
health services in rural areas, sup-
port urban community initiatives 
and set up projects to combat dis-
eases such as AIDS, tuberculosis 
and sleeping sickness. The pro-
gramme has three target zones: 
Kinshasa and the regions of Kasai 
and Kivu. More than 50 projects 
have been implemented in total. 
One notable aspect of the pro-
gramme is its reliance on Zairean 
civil society. Half of the projects 
are being carried out by Zairean 
NGOs with first-hand experience 
of working with the people, espe-
cially the poor, through the four 
main Church networks (Catholic, 
Protestant, Kimbanguist and the 
Salvation Army). 
best partners, monitor and sup-
port projects and coordinate 
without losing sight of individual 
project needs. 
The European NGOs concerned, The success of the first pro-
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which are responsible for 25 dif-
ferent projects, use mainly local 
staff. Indeed some no longer 
have any permanent expatriate 
staff. 
Another significant aspect of 
PATS is the emphasis on coordi-
nation. At the top level is the 
Community which organises reg-
ular consultations between all the 
foreign partners involved in 
Zaire. There is close coordination 
between the Community and its 
Member States who take an 
active role in PATS either by con-
tributing to the financing of pro-
jects or supporting additional 
projects. Then there is coordina-
tion at the level of the regions 
concerned where technical assis-
tance offices have been set up. 
With technical assistance at close 
hand, it is easier to identify the 
gramme led in December 1996 to 
a new aid package - PATS II -
being proposed for a total ECU 
45 million. The aim of the new 
programme is to consolidate what 
has already been achieved and 
extend the coverage to first refer-
ral hospital facilities. All health 
zone activities are to be coordi-
nated at regional level. 
PATS has a dual role: (i) it is a 
coherent package of projects 
carried out by the partners in 
civil society themselves who 
thus help to build up its capac-
ity; and (ii) it represents an 
opportunity to develop gradu-
ally a new approach to public 
health in a country where, after 
years of political upheaval, the 
social foundations of develop-
ment need to be re-laid. 
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SAFE BLOOD TRANSFUSION: LEARNING FROM THE 
UGANDAN EXPERIENCE 
Thanks to rigorous donor selec-
tion and strict screening, the risk 
of transmitting HIV during blood 
transfusion in industrialised coun-
tries is practically non-existent. In 
the developing world, however, 
this method of contamination 
is still responsible for many 
AIDS cases. Guaranteeing safe 
transfusions is a vital need. The 
Community's contribution to 
this has been to establish aid 
programmes in 27 countries with 
the aim of setting up or strength-
ening blood transfusion services. 
Uganda provides a typical example 
of activities under the programme. 
In 1986 the country was emerg-
ing from a twelve-year civil war. 
With AIDS starting to take its toll, 
the blood bank in Kampala lay 
in ruins. It was still staffed, how-
ever. 
The Community funded repairs 
to premises and provided essen-
tial equipment and technical 
assistance. A temporary labora-
tory was set up in Makerere 
University to cover needs while the 
work was in progress. Volunteer 
donors were then asked to come 
forward and "donor clubs" were 
formed, recruited primarily from 
population groups at low risk 
from HIV, e.g. religious orders. 
In the space of 20 months the blood 
bank was restocked and the 60 
members of staff received appro-
priate training. The results were 
immediate. Kampala's hospitals 
alone now received 10 000 units 
of clean blood per year compared 
to only 2 000 units of untested 
blood for the whole country in 
1986. 
But this was not the end of the 
scheme. Encouraged to give 
blood regularly, though without 
payment to keep things above 
board, sufficient donors have 
now come forward. With die sup-
port it has received, die Uganda 
Blood Transfusion Service (UBTS) 
can now supply 88 hospitals 
throughout die country via four 
regional blood banks set up in 
1991. The UBTS has practically 
reached its goal of 40 000 units of 
blood per year, enough to cover 
national requirements, and man-
ages to pay its staff an appropri-
ate wage. The safety of blood 
transfusions is now guaranteed. 
With increased capacity, the cen-
tral laboratory can now offer 
screening services to thousands 
more, not just to blood donors. 
Special attention has also been 
paid during this period to train-
ing all hospital medical staff and 
establishing clear guidelines for 
appropriate and less systematic 
use of blood and blood products. 
Many thousands, especially the 
young, have been made aware of 
the importance of donating 
blood. 
The Community's involvement in 
Uganda has helped identity the 
measures required for a good 
blood transfusion policy which 
are appropriate to the situation 
in developing countries: select 
donors and encourage them to 
give blood regularly; ensure 
donation is on a voluntary basis; 
provide training to ensure that 
greater care is taken with the use 
of blood; extend screening to 
other infectious diseases (hepati-
tis, sexually transmitted diseases); 
give priority to professionally 
organised collection and supply 
rather than to sophisticated labo-
ratory equipment. 
The Uganda initiative has helped build considerable experience. 
The example it has set serves as a reference for other such schemes 
and training in many other countries. It also demonstrates the sig-
nificant long-term impact of such schemes. 
Uganda. A dependable blood transfusion service for better prevention. 
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MOZAMBIQUE: IMPROVING THE PREVENTION AND 
TREATMENT OF SEXUALLY TRANSMITTED DISEASES 
Although sexually transmitted 
diseases pose a genuine public 
health problem, they are often 
paid inadequate attention by 
health services and their staff. 
The prevention and treatment of 
these diseases must be ensured 
by all health services. However, 
the problem should be addressed 
not just from the medical angle. 
Mozambique has been ravaged 
by a long civil war during which 
more than 5 million people were 
displaced or sought refuge in 
neighbouring countries. Faced with 
poverty and violence, displaced 
and dispersed, families and social 
Structures have been broken apart, 
encouraging sexual promiscuity 
and prostitution and thereby con-
siderably increasing the risk of 
infection from sexually transmitted 
diseases (STD) and HIV. 
The Community did not wait for 
the 1993 peace agreements to 
help Mozambique deal with the 
problem. It started providing aid 
to the Ministry of Health in 1988 
with the aim of ensuring that STD 
prevention and patient care formed 
part of everyday health-service 
activities both in hospitals and at 
the level of grassroots services. 
Specifically, the Community has 
contributed to: 
- the definition of procedures, 
appropriate to the level of ser-
vice, for the diagnosis and treat-
ment of STD infections; 
- health staff training: doctors, 
nurses and health workers. 
The first phase of the project 
focused on the hospital in 
Maputo before being gradually 
extended to the whole of 
Maputo province, then to six 
other provinces. Priority was 
given to supporting activities in 
densely populated areas and 
returnee zones. The highest risk 
groups, in particular pregnant 
women and the young, received 
special attention. 
The whole range of activities 
made a substantial contribution 
to improving the screening and 
treatment of sexually transmitted 
diseases by health services. 
However, the problems posed by 
sexually transmitted diseases 
need to be tackled on more than 
just the medical front. 
In Mozambique, the Community 
has supported schemes to improve 
information to the public and to 
change attitudes and behaviour. 
This has been achieved mainly 
through information campaigns in 
schools conducted by the Ministry 
of Education. But the Community 
has also provided support for 
tours by educational theatre com-
panies in rural areas and for cam-
paigns to raise awareness among 
truck drivers. 
Mozambique is a good example 
of how the Community not 
only provides support to facili-
tate the incorporation of mea-
sures for the prevention of sex-
ually transmitted diseases into 
everyday health service activi-
ties but goes beyond the medi-
cal approach to the problem 
too. 
Mocuba, Mozambique. An EDF-funded training centre for healthworkers. 
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SOUTH AFRICA - SUPPORT FOR FAR-REACHING PUBLIC 
HEALTH REFORMS 
* 
a*2* 
In South Africa, 
as elsewhere in Africa, 
prevention against 
infectious diseases is 
linked to water quality. 
arm « «I ■ ■ . 
» 
• 
During the apartheid years, the 
Community supported South Africa's 
health sector by means of pilot pro-
jects involving local and European 
NGOs and the local community 
aimed at improving access to health 
services for disadvantaged sections 
of society. 
When the new government came 
to power in 1994, a substantial aid 
package of more than ECU 19 mil-
lion was launched to provide 
large-scale support for the author-
ities' major national health system 
reforms. 
The primary objective of the health 
service reorganisation was to bring 
together the 14 fragmented health 
departments and develop a national 
health system based on the district 
approach and a policy of primary 
health care. 
Reorganisation of the system at 
national and provincial level was 
soon achieved but much work 
remains to be done before the 
health districts are on an opera-
tional footing. 
The Community's support for 
the restructuring took the form 
of high-level technical assistance 
for planning and allocating the 
appropriate resources and aid to 
develop the district policy so as to 
serve the most deprived sections 
of the comiminity. 
In addition to the structural 
reform package, the Commission 
supported the development of 
policies to improve coverage of 
reproductive health and the 
HIV/AIDS epidemic, two areas in 
which the mortality and morbid-
ity indicators are particularly dis-
turbing. 
Three initiatives supported by the 
Community have made a signifi-
cant contribution to the process 
of reforming the South African 
health system: 
- a health sector expenditure review; 
- development of a national sick-
ness insurance scheme; 
- development of a hospital reform 
policy. 
The review of expenditure in South 
Africa's health sector took place in 
conjunction with the United 
Kingdom, the World Bank and 
the NGOs and other bodies rep-
resented in South Africa. The 
review showed that South Africa 
had spent 30 billion rand on 
health services in the year 1992-
93, an amount equivalent to 
about 8.5% of GNP, or in other 
words 740 rand (USD 247) per 
capita - a relatively high level 
compared to other developing 
countries. However, the study 
also showed that South Africa 
was not spending the resources 
allocated to the health service in 
the most efficient way. 
The EC-funded technical assis-
tance also enabled South Africa 
to develop a national sickness 
insurance system. The technical 
foundations of the future system 
have already been defined while 
the political debate to decide on 
its implementation continues. 
Lastly, the hospitals study has 
helped develop a policy for the 
re-allocation of resources from 
level-3 and level-4 hospitals to 
basic health services without los-
ing sight of the need to ensure 
the survival of the hospitals and 
introduce gradual reform. 
Community support for the 
reform of the South African 
health system has enabled the 
rapid deployment of the 
European and local expertise 
essential to establishing condi-
tions conducive to the neces-
sary health care policy reforms. 
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